Tobacco consumption is increasing in developing countries, which will bear the brunt of the tobacco epidemic in the 21st century. If current smoking patterns continue, 7 of the world's 10 million annual deaths from tobacco in 2025 will occur in developing countries.
With the decrease in smoking prevalence in developed countries, the multinational tobacco companies are now moving massive resources to boosting sales in developing countries (see both Daynard and Pollock in this issue). In some developing countries, indigenous tobacco production and consumption present major problems. Many people and governments in these countries are not yet fully aware of the risks and lack the resources to counter ruthless marketing by the industry. If not prevented, there will be an appalling future increase in tobacco-related disease, disability and death 1 .
History
Columbus brought information on smoking tobacco to Europe in 1492. The habit was later found to be extensive in South America 2 . In 1558, the tobacco plant itself reached Europe where pipe smoking spread rapidly. By 1525 tobacco trade had already been established between the . By the beginning of this century, BAT was advertising throughout China 8 . By 1911, there were huge and widespread BAT posters 8 and even sponsored theatre performances 9 . By the 1920s, BAT awarded university scholarships in Hong Kong 10 . Chinese Government opposition, based on its own tobacco monopoly, was countered through action via the American and British governments 8 . Chinese annual consumption of cigarettes had risen from the negligible level of the 1890s to 100 billion cigarettes in the 1930s, a rise ascribed to the business practices of the cigarette industry 11 . When forced in 1952 to leave China, BAT forecast 'we will be back' -and so they are 12 .
Following recognition of the lethal effects of tobacco, the potential threat to developing countries was dubbed, in an editorial in the British Medical Journal in 1971, as 'exporting tobacco slavery' 13 . The difficulties in countering the threat were recognised and addressed in the 1983 World Health Organization report Smoking Control Strategies in Developing Countries 14 ; they were also emphasized in the 1983 report of the Royal College of Physicians of London 15 . Yet 2 years later, Brazil earned the dubious distinction of being the first developing country in which smoking was labelled by WHO as the leading cause of death 16 . In 1985, 73% of the world's tobacco was grown in developing countries 17 , using land that could otherwise be used to grow food. Yet 63% of developing countries were spending more on importing tobacco than exporting it 18 . Although the epidemic lagged behind western countries, at a 1987 WHO Western Pacific Regional meeting on Tobacco or Health, it was emphasized that heart, circulatory disorders and cancer -all tobacco-related -were already the most common causes of death in Asia. Tobacco was causing developing countries twin problems -health and economic -that persist to this day.
During the last decade, as markets began to decline in developed countries, the transnational companies have been looking even harder towards developing countries. Glowing accounts of successful tobacco marketing in Asia, and the future potential there, have been given by the major companies: Philip Morris 19 , British American Tobacco (BAT) and Rothmans (annual reports).
One tobacco industry executive summed it up succinctly: 'you know what we want? We want Asia' 20 . It would hardly matter whether all smokers in a country with a small population like Britain stopped smoking tomorrow, if the tobacco companies could capture the massive third world markets.
Review of present situation
Basic epidemiological information is lacking in many developing countries, some of which have still not undertaken a national survey on smoking prevalence. Of those that have, few reliable or country-wide surveys were done earlier than 10 years ago, so that information on trends is scanty.
In general, patterns of smoking are different in developing and developed countries: more men (50-60%) but fewer women (2-10%) smoke in developing countries compared with developed countries, where approximately 25-30% of both men and women smoke 21 . But, as in developed countries, smoking starts among young people and for much the same reasons 22 . Girls start smoking later than boys and smoke fewer cigarettes; smoking has been considered socially unacceptable for women (with exceptions, such as certain areas of India, Nepal, Papua New Guinea, northern Thailand, and for Maoris); there may be religious constraints, for example in Muslim countries; women have had less spending power than men to buy cigarettes; rural women adhere to traditional methods of smoking, e.g. hubble-bubble pipes, and are therefore exposed to a lower dosage of tobacco; and in some areas, such as parts of India and the Middle East, women use tobacco in other forms, such as chewing tobacco (see Pershagen in this issue). There may be significant underreporting of smoking among women in countries where it is culturally less acceptable for women to smoke.
Because of poverty in Africa, many smokers can only afford a few cigarettes per day (see Amos in this issue). Even in Asia, smokers smoke on average fewer cigarettes than in western countries. For example, smokers in China smoke on average 11-15 cigarettes daily.
In Africa, more girls and women are taking up the habit 23 . In many areas of India, while only 3% of women smoke manufactured cigarettes, 50-60% chew tobacco 21 . In South America, while cigarette smoking is lower among women (20%) than among men (37%), there is a wide variation in prevalence of smoking among women, from 3% in La Paz, ; (ii) increase in smoking prevalence, especially in the young, and especially in towns, initially in the better educated, and as a result of increasing affluence 3 ' 28 ; (iii) a likely increase in smoking among women, owing to intensive tobacco marketing and to decrease in the social taboo for women; (iv) ignorance of the health risks, particularly among the rural and uneducated, but even among health professionals 29 ; (v) the lack of funding for control measures and the difficulty in implementing these, especially in rural areas; and (vi) above all, the intensive and ruthless marketing by multinational tobacco companies.
Not all these factors apply to all developing countries, but most apply to most. This likely explosion of tobacco consumption, unless prevented, will result in not only a human but also an economic burden of medical and health costs, lost productivity, loss of the use of land that could be used to grow nutritious food, loss of foreign exchange if cigarettes are imported, environmental costs including costs of fires, use of wood to cure tobacco, smokers' litter, as well as the costs to the individual smoker and his/her family.
On present trends worldwide, annual deaths from cigarettes are expected to rise from the current 3 million to about 10 million by 2025, and 7 million of these deaths will be in developing countries. Two million will be in China alone 1 .
National action

Background
Developing countries are at very different stages in the development of the tobacco epidemic and in actions to counter that epidemic. If a country has yet taken little action the first essential is to recruit medical interest in the problem. This can be done via visiting foreign consultants.
Oncologists, cardiologists or respiratory physicians, invited for their general expertise, can strongly emphasize the importance of smoking and help to create a responsible medical climate locally. A similar influence can derive from international meetings of the relevant specialty where smoking problems are given a significant place. Once interested, the doctors, with their prestige and social standing, can then influence opinion and decision makers in their country to take up the problem.
WHO and international non-governmental organisations (NGOs) may then be able to help: WHO working through government contacts, NGOs through their national affiliated body or bodies and professional groups. Dr H. Mahler, a previous Director General of WHO, called this 'the pincer movement'.
National tobacco control policy
The key to tobacco control lies in prevention. The essential elements of a national tobacco control policy are the same for all countries.
Data collection Conclusive world data on the hazards of tobacco already exist on which developing countries can base preventive public health action now, without waiting for any further research.
However, surveys on tobacco prevalence; mortality and morbidity related to tobacco use; attitudinal surveys; the economic impact of tobacco; and evaluation of tobacco control measures remain important. Such national data are useful in order to convince opinion leaders, politicians and the general public of the importance both of the problem and of the urgent necessity to address it. While many developing countries have not yet done a national prevalence survey, even fewer have even partially evaluated the cost of tobacco to their economy. Data are particularly lacking for Africa.
In September 1995, WHO held a meeting on global standardised guidelines for studies, including core questions, for simple studies for developing countries which axe: Legislation Legislation also has an important role to play. Its desirable components are now well recognised (see Reid in this issue). We comment below on individual items from the point of view of developing countries. Legislation will only be enacted after appropriate build up of national opinion, especially among decision makers. If the law is to be effective, it is essential that a government department be made responsible for monitoring its implementation and prosecuting for breaches of the law. Penalties for breach must be sufficiently substantial to deter even very rich multinational companies, e.g. very high fines, banning that company's imports for a specific number of months. A combined approach of health education and legislation, such as in Singapore and Hong Kong, is particularly effective. . By 1991, 27 countries had total bans on advertising, 12 had strong partial bans, and many countries had moderate partial bans 32 . Partial bans have only partial effects, and even developing countries with comprehensive bans find these are frequently circumvented by ingenious indirect advertising and sponsorship. This includes sponsorship of sports, arts, TV and radio programmes, medical establishments and pop concerts; 'infomercials' (adverts that are dressed up as public affairs shows, as broadcast on television in China); product placement in films (e.g. Hong Kong) and other goods (virtually all countries) abound. Dealing with this is one of the major problems for developing countries. Satellite broadcasting is only one particular problem. 2. Discouraging smoking among youth. Few developing countries ban sales to minors, probably because of the difficulties envisaged in enforcing the law. This is the one and only tobacco control law supported by the tobacco industry in developing countries, a sure indication of its ineffectiveness. , below which smokers compensate by smoking more cigarettes, drawing more often on each cigarette, inhaling more deeply and smoking further down each butt. Smokers have an exaggerated perception of the benefits of low tar cigarettes, so the tobacco companies should never be allowed to suggest that a lower tar cigarette is a 'safe' cigarette. The goal should always be to quit. An appropriate warning system would be to label cigarette categories as 'Dangerous', 'Very dangerous' and 'Most dangerous', or a visual warning, such as the picture of a skull and crossbones. . Several developing countries in the Western Pacific region, where chewing tobacco has never been a popular habit, have taken the opportunity to ban smokeless tobacco before it became established on their markets. 6. Creation of smoke-free areas. As it is now known that tobacco smoke is not only unpleasant to non-smokers but may also cause them to develop cancer 38 , many developing countries have banned smoking in public areas, public transport and places of work, especially in health premises, schools and government offices. Two thirds of all adults and virtually all young children in developing countries are non-smokers; thus the freedom of the majority to breathe clean air is a more vital consideration than the freedom of smokers to smoke in public places. Virtually all flights within Asia are now smoke-free, as are some longhaul flights from Asia.
Smokeless tobacco (see Pershagen in this issue
Tobacco price and taxation policy Progressive increase of tax on cigarettes above the rates of increase for inflation and for disposable income is a very effective way of both discouraging smoking and also increasing government revenue (see Townsend in this issue). Smokers polled in developing countries give cost and health as their two main reasons for quitting. Increasing tax has a particularly beneficial effect upon young people and the poor, who have less money to spend, and are therefore more likely to quit. While in the USA, for example, for every 10% tax increase there is a 4% decrease in smokers 39 , and a 14% decrease in teenage smokers 40 , a study from Papua New Guinea suggests that this resulting decrease in smoking may be even greater in developing countries 41 . WHO has noted that 'millions of lives could be saved if steep taxes were imposed on tobacco' 42 . Care needs to be exercised in increasing taxes so that these are not seen as punitive or 'anti-smoker', and also that it does not place too harsh a burden on lower-income smokers who are unable to quit. Finance Ministers need to be reminded that they will gain, not lose, revenue by increasing tobacco tax (see Townsend in this issue).
Another method of utilising tobacco taxation as a means to improve health is to implement differential taxation on higher tar cigarettes.
Very few developing countries have earmarked any percentage of tobacco tax revenue to fund anti-tobacco activities. An exception is Peru, where a percentage of tobacco tax is used for anti-cancer activities, research and treatment.
Litigation Although successful litigation based on the harmfulness of both active and passive smoking has been undertaken in developed countries, there has not yet been a successful case brought against the tobacco industry or an employer in any developing country (see Howard in this issue). Where there are state tobacco monopolies, suing the tobacco industry would involve the unlikely situation of an individual suing the government of that country. It would also require funding and expertise far beyond the means of many individuals or health societies in developing countries. Nevertheless, rulings in developed countries have been used in developing countries. For example, information on successful court cases based on passive smoking in the workplace can encourage employers in other countries to take action to provide a safe, smoke-free work environment.
International strategies relevant to developing countries
Role of international and regional health agencies
World Health Organization (WHO)
The WHO Representative and office may be the only long-term major international health organization permanently present in a developing country. WHO has effective access to the Ministries of Health and WHO policy statements are powerful: the knowledge that a suggested item of tobacco control legislation is a WHO recommendation can carry great weight in developing countries. WHO can also provide some funding for country projects, including research, meetings, seminars and visits by experts. The 1983 WHO Report Smoking Control Strategies in Developing Countries 14 remains a very useful guide.
The Western Pacific Regional Office of WHO has been particularly active in tobacco control, convening three working groups to advise on the problem, and producing two 5-year Action Plans (1990-1994 and 1995-1999 ). The latter calls for all governments (and all countries in the region except Australia, Japan and New Zealand are developing countries) to implement comprehensive tobacco control measures by 1999. These include a national policy and central coordinating agency on tobacco or health, health education, comprehensive tobacco control legislation and pricing policy. Highlights include:
• A call for a 'Tobacco advertising-free Region by the Year 2000' as part of comprehensive legislation on tobacco or health.
• The recommendation that a percentage of tobacco tax should be used to fund sports, arts and health promotion, so that sports and arts organisations do not suffer from the ban on tobacco sponsorship.
• Introduction of health information and advocacy on tobacco or health into medical curricula.
• Compliance with the International Civil Aviation Organization resolution that all airlines become smoke-free by 1996.
• Involvement of religious and other community groups in tobacco or health activities. • The goal, for countries and areas with a long history of tobacco or health action, to decrease their tobacco consumption by at least 1-2% per annum. • The goal, for countries and areas that had not previously taken significant action on tobacco or health to implement national action (with a view to reducing consumption during the next 2000-2004 Action Plan on Tobacco or Health). • The goal, for all countries and areas, to prevent a rise in smoking among women.
Some developing countries have shown that tobacco control measures are not the prerogative of western nations; they can be implemented in developing nations; they can be implemented quickly; and they can be effective. For example, Singapore and Thailand in the Asia-Pacific region, and Botswana in Africa, have implemented comprehensive tobacco control measures.
International/regional non-governmental organizations (NGOs)
International organizations like the International Union Against Cancer (UICC), the International Union Against Tuberculosis and Lung Disease (IUATLD) or Consumers International (CI) can encourage their member organizations in developing countries to take a public and political stand on the tobacco epidemic, and also can fund projects, research, meetings and the visits of experts.
Regional organizations are particularly useful, such as the Latin American Coordinating Committee on Smoking Control (LACCSC), or the Asia Pacific Association for the Control of Tobacco (APACT). Both these organizations hold annual regional meetings. Delegates, especially from the poorer countries, find the smaller regional meetings more supportive than the large, international conferences. Following the first 'All-Africa Tobacco Control Conference' in 1993, a Tobacco Control Commission of Africa was formed in 1994, to coordinate regional efforts and implement the recommendations of the 1993 conference (Dr Yussuf Saloojee, personal communication).
Representatives of the 6 different developing regions of the world met in special sessions at the 9th World Conference on Tobacco or Health in 1994 to discuss regional developments and plan future strategy.
Trans-national issues and strategies
Trans-national strategies It is imperative that the health organisations, develop trans-national strategies, including those countering tobacco industry strategies, as the tobacco industry already has developed global, regional and national strategies (see articles by Chapman, by Pollock and by Daynard in this issue), which include:
• Denial of the health evidence.
• Promotion (see below).
• Attempts to prevent national governments taking tobacco control measures.
• Aggressive trade policies in association with US trade representatives, US Embassies, Consulates, and politicians.
• Strategies for 'dealing with anti-tobacco pressure groups'.
• Strategies for handling litigation.
Global aspects of promotion
• Satellite television promotion, especially sports sponsorship, cigarette 'holidays', on Internet etc. • Overlap of broadcasting and tobacco advertising to neighbouring countries.
• Tobacco product placement in TV and cinema films, either produced in one country but shown throughout the world, or (already confirmed) in films made in developing countries. « Coordinated circumvention of the spirit of promotion bans.
Smuggling In 1992, the export of 171 billion cigarettes was recorded that were not accounted for in any recorded, legitimate imports. Between 10-35% of the world's cigarettes in international trade are smuggled 43 . Transborder smuggling is a global problem of advantage to the cigarette companies:
• It softens a market ahead of penetration.
• It circumvents any volume restrictions on imports (e.g. in China prior to 1995). • The transnational tobacco companies still sell the cigarettes, so they do not lose financially (unlike the government, which loses tax 
Relevant sources of information
The following may be found useful by those working in developing countries:
bulletins, electronic conferences and several databases. Hard copies of regional monthly news bulletins are available in some regions for those without electronic access.
